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INTRODUCTION 
A noteworthy trend of the present times Is 
the approach to view a physical disease in context 
of factors other than organic pathology. More 
and more/ the medical scientist is referring to 
concepts like life style and social factors in the 
understanding of diseases, even for a disease like 
cancer. Thus the trend which was proposed by the 
psychologist in the form of the psychosomatic 
approach which sought to enlarge understanding of 
diseases like ulcers, asthma etc. by suggesting a 
psychological basis for them has been picked up by 
medical science and attention is being focussed on 
psycho-socio-cultural aspects of disease. This is 
particularly pertinent in the case of diseases 
which we observe occurring at different levels of 
incidence in different cultures and at different 
periods of time. 
An example of this is diabetes mellitus 
which has suddenly assumed alarming proportions for 
the world at large. The fact that its growth rate 
is on the increase has been borne out by various 
surveys. 
There is experimental evidence that blood 
sugar levels increase during stress and anxiety 
(Persky 1953^, Hinkle and his colleagues ,1951) . 
Therefore, the increased stresses and strains of 
modern times may be contributory factors, because 
undoubtedly this age is an age of anxiety, insecurity 
and competition at all levels. Anxiety appears to be 
the most crucial psychological variable influencing 
modern man. Therefore, the major concern of our 
study is to explore the role of anxiety in diabetes 
roellitus. Furthermore, since the socio-cultural 
milieu is an iirqportant mediating factor in almost all 
human behaviours, the role of certain demographic 
variables vis-a-vis the role of anxiety will also be 
explored. The title of our present study is there-
fore, "Anxiety and demographic variables in diabetes 
mellitus"• 
Psychosomatic approach : Short history and major 
concepts :-
The term 'psychosomatic* is derived, from the 
Greek word 'psyche', which has come to mean 
•behaviour' (in the context of the word psychology) 
and 'soma' i.e. physical organism or body. Thus the 
term psychosomatic indicates integration between 
human behaviour and his physical system. The term 
•psychosomatic' was used for the first time by a 
German psychiatrist Johann Christian Heinroth, in 
"Lehrbuch der Stoerun gen des Seelenlebens;;'although 
the concept of psychosomatic medicine goes back to 
ancient times. In 200 AD the Gfreek philosopher and 
physician Galen,estimated that about 60X of his 
patients suffered symptoms derived from emotional 
rather than organic origin. Thomas Sydenham and 
William Harvey, (representatives of 17th century 
medicine) were proponents of psychosomatic medicine. 
0*ne of the fundamentals of the psychosomatic 
view point is that inhibited conrounication plays a 
significant role as a causative factor in behaviour 
pathology. Psychosomatic theory says that input into 
the organism must be followed by an adequate output. 
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When motor or verbal components of emotional states 
are partly or conpletely iJAibited the organism 
tends to substitute other forms of behaviour along 
other output channels. Psychosomatic dlseasesare 
substitute forms of behaviour, becoming manifest when 
the expression in speech or musculo-skeletal action 
that would be appropriate in a response to psycho-
social stress is inhibited. This inhibited energy 
may ultimately find an outlet in increased autonomic 
visceral or endocrine activity. 
Psychosomatic theory accepts ethological 
concept of displacement and says that psychosomatic 
disorders are displaced or substituted reactions to 
frustration. According to ethologists, displacement 
behaviour may fulfill a useful function in maintaining 
the homeostasis of the organism. But when frustra-
tion is intense and long lasting, and inhibition of 
adequate behaviour persists, the substituted 
discharges are exaggerated in intensity and duration 
and may become harmful for health. Psychosomatic 
theory indicates that cultural tendency towards 
greater self control if one of the crucial reasons 
for the increasing frequency of certain psychosomatic 
disorders (Lachman 1972). 
In contrast to people who decompensate under 
stress by developing neurotic or socially disturbed 
behaviour, those who develop psychosomatic disease 
tend to inhibit the acting out of their emotions 
(Cox 1978). 
Freud (1895) stated that specific unconscious 
mental events could be symbolically expressed in the 
"body language" of somatic symptoms and the organ 
affected has a symbolic significance to the patient 
(Treichel 1980). 
Emotional turmoils, challenging situations, 
traumatic feelings, mental disturbances etc. effect 
physical functioning i.e. negative emotions prepare 
the individual for the disease* Not only the emotional 
problems one is facing now effect his health, but also 
the traumatic childhood experiences can move a person 
towards the health impairments later in life^ e.g,^  
loss of parents, parental rejection, demands beyond 
his capacities, inappropriate conditioning by key 
figures, false comnunication or other failures in 
life create a physically unhealthy person. 
Individual's emotional behaviour may produce 
structural changes in that organism^ e.g., the physiolo-
glcal arousal produced by the enotlonal stlnrulatlon 
may facilitate Increased quantity and concentration 
of secretion in stomach/ developing the ulcers. 
It may also create increased blood pressure and 
cardiac activity, and if this activity is intense 
and persistent, it may produce coronary damage and 
there may be rupture of blood vessels, and also 
periodic breakdown of tissues in the uterus^ damage 
to-the.colon, &nd there may be breakdown of the 
thyroid gland. These structural changes are the 
results of emotional behaviour, elicited psychologi-
cally by stimulation of sense organs and not due to 
physical pathology. Similarly, when strong emotional 
reactions activate adrenal glands, these glands begin 
to secrete large amount of epinephrine (adrenaline) 
and norepinephrine (noradrenaline). These compounds 
lead to an increase in the amount of stored sugar 
released by the liver and an increase in blood 
pressure and heart beat. They also lead to perspira-
tion, dilation of the pupils and dilation of the lungs 
to allow for the more vigorous respiration. There is 
some evidence that secretion of adrenaline is likely 
to be associated with feelings of fear, while the 
secretion of nor-adrenaline is likely to be associated 
with anger (Ax, 1953; Funkenstein and others, 1962). 
So, the psychological malfunctioning may 
create a nuiriber of physical diseases like diabetes, 
cancer, heart-attack, peptic ulcer, anginal syndrome, 
asthma and allergy, rheumatoid arthritis. Headache 
etc. 
Although diabetes has emerged as a dangerous 
disease, so much so that its patient may even lose his 
life^and severe problems like pathology of lungs, 
retina, neurological and circulatory deficits, 
coronary problems etc. also occur due to this disease, 
unluckily due attention has not been paid to 
this increasing psychosomatic disorder. As 2% of 
world population and 1 to 3 % (30 million) of Indian 
population (Report presented on diabetes day^  27 June, 
1993)/suffering from this dangerous disease, it demands 
also 
not only medical but/a challenging psychological 
research. 
Diabetes Mellitus - Short Introduction » 
Diabetes is an endocrinological disorder. 
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Emotional situations may lead to an Increase ot 
decrease in secretion of an endocrine gland either 
through direct Intervatlon of the specific gland 
through changes In functioning of the pltutary, or 
through9\dlrect means, like vascular changes. 
Diabetes Is a disease that develops due to 
the body's Inability to make appropriate use of the 
foods one eats as a result of Insufficient Insulin. 
Normally the food one eats Is converted within the 
body into a form of sugar called glucose, which cells 
use as a source of energy. Glucose Increases blood 
glucose level, which In turn signals the release of 
a hormone called Insulin from Islet cells (the 
cluster of cells In pancreas known as Islet of 
langerhans) of the pancreas, a gland In the abdomen. 
Insulin regulates the level of glucose in blood and 
assists in utilizing and storing glucose*in the body. 
All human beings need Insulin and most people 
have enough. If one Is suffering from diabetes, he 
may produce none at all or just not enough to help 
the glucose from his blood transfer to the appropriate 
cells. Without insulin, glucose is not used by the 
cells and thus builds up in bloc5d. 
There are two names for diabetes - diabetes 
mellitus and diabetes insipidus. The term diabetes 
mellitus was derived from Greek words meaning 
•passing through* and 'sweet as honey*. Diabetes 
mellitus is a condition characterized by an excess 
of sugar in the blood and/ or urine. Diabetes 
insipidus re£ers to an excess of fluid loss by the 
body, which is one of the symptoms in diabetes. 
Types of Diabetes 
There are various types of diabetes and 
within these types the cause of disease varies. The 
following classification system of diabetes was 
proposed by the. American Diabetes Association (1979). 
TYPE I : Type one is insulin dependent diabetes, and 
it can occur at any age, though it most commonly 
occurs during youth and therefore is often referred 
to as juvenile - onset diabetes. About one of every 
2,500 children has this disease. As the pancreas 
produces little or no insulin^ such patients become 
dependent on outside sources of insulin. Before 
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the discovery of insulin in 1921, children with 
insulin - dependent diabetes had a short life 
e^^ectancy. Now the disease can be controlled 
with insulin, proper diet and exercise, and careful 
monitoring. 
TYPE II : This is non-insulin dependent type of 
diabetes. The American Diabetes Association further 
divides this category into subtypes that include 
obese non-insulin dependent diabetes and non-obese 
non-insulin dependent diabetes. Non-insulin-
dependent diabetes used to be called matvirity-onset 
diabetes. Type two diabetes is much more common than 
type one. 
While patients with this type of diabetes 
produce some, or sometimes even excessive, insulin in 
their pancreas, it either is not enough for proper 
functioning or is not being produced quickly enough 
to influence glucose levels in the blood effectively. 
This type of the disease usually occurs in middle or 
older age and frequently in over-weight people. It 
can most often be controlled by diet alone or by a 
combination of diet, exercise, and oral medication. 
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Qeatatlonal Diabetes - This type refers to diabetes 
that develops during pregnancy. It effects offspring 
also. 
Other Typea t There are several types of diabetes 
associated with certain conditions and syndromes, e.g. 
diabetes induced by drugs or chemicals, diabetes 
secondary to pancreatic disease, and diabetic secondary 
to endocrine disease. 
Causes t Although the causes of diabetes are still 
not very much known, medical science does know that 
certain factors contribute to its development. One 
factor is heredity. If other members of family have 
diabetes one may also develop it. A child of non-
diabetics can become diabetic^ however^ since the 
disease may skip generation because of genetic coding 
that prevents it from appearing in every generation. 
Stresses that affect the cells of the body seem to 
set the stage for diabetes in these people, such as 
extra weight. Obesity, affecting insulin utilization, 
contributes to diabetes. Stress can be emotional 
or physical^ e.g.^  surgery or a serious infection, an 
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accident, or emotional shock. Many medication? 
affect the body in a stressful way. Pregnancy also 
places extra stresses on the body, and diabetes Is 
often diagnosed in pregnant women who have repeated 
miscarriages (Merkatz, Budd £e Merkatz 1978) . Injury 
to pancreas also creates diabetes. 
People who develop diabetes, especially type 
II, frequently also have high blood pressure, people 
of middle or old age are more likely to develop diabetes 
than younger people, and women are more likely to have 
diabetes than men. 
Symptoms x A diabetic may notice increased thirst, 
excessive urination, increased appetite and loss of 
weight, or itchy skin. Sores and cuts of a diabetic 
heal slowly, he tires easily and often becomes drowsy 
or develops impaired vision. In the early stages of 
disease many people do not notice any symptoms. Many 
older adults who have diabetes have no symptoms other 
than vague feelings of not being well. In such 
people diabetes is detected through a blood suger 
test. 
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Considerable research is being focussed on 
certain viruses, reactions of the inrrnune system and 
environmental factors as possible contributors in 
the development of diabetes. Vaccines are being 
researched and tested, and there is hope of developing 
an immunization against the viruses that produce 
juvenile - onset diabetes. 
Diabetes is not a disease of blood sugar alone 
but involves the entire body and all its systems. 
Furthermore, diabetes is unique in the degree to which 
treatment is in the hands of the patient and family. 
The task of makitjg day-to-day decisions around the 
administration of a potent medication which carries 
life - threatening connotations can be extremely 
difficulty resulting in anxiety, guilt, anger, and 
depression, serious family discord, and repeated acts 
of non-coirpliance; and even cortplete disruption of the 
diabetic regimen. 
Emotional Factors Influencing Diabetes 
Anxiety in Diabetes Mellitus : Human communications 
take place in three environments; the most crucial is 
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family, then is work situation, and lastlyare the 
large sociocultural subgroups of the society, and if 
this conmtunication fails or is inhibited, anxiety and 
frustration take place. psychosomatic disorders which 
are substituted reactions to frustration and anxiety 
are likely to occur. 
Anxiety is marked by diffuse emotional 
reactions, feelings of uncertainty and helplessness. 
The anxious person seems to be afraid of unspecified 
correlates or consequences of unsatisfied noxious 
stimuli. 
Freud (1936) considered anxiety as "something 
felt , a fundamental, unpleasant affective (emotional) 
state or condition (observed by him in anxiety-neurotic 
patients) characterised by apprehension or anxious 
expectation , all that is covered by the word nervous 
andSdif f erent discharge phenomena" , For Freud_, anxiety 
resulted from the discharge of repressed, somatic 
sexual tensions known as libido. When llbidinal 
energy was blocked from normal es^ression, anxiety 
occurred. Later on he modified the view and emphasi-
zed the functional utility of anxiety to the ego. 
Afterwards he regarded anxiety as an internal reaction 
15 
which served as a signal to indicate the presence of 
a danger situation. 
Many physiological responses associated with 
anxiety occur in the autonottdc riervous system. This 
system primarily regulates the internal environment 
as 
involving such processes/ digestion, elimination and 
blood pressure and is composed of two divisions/ the 
syirpathetic and parasympathetic. The hypothalamus 
is most crucially involved in activating and integra-
ting the autonomic division. The posterior part of 
the hypothalamus primarily activates the sympathetic 
and the anterior part of it activates the parasympathe-
It 
tic arousaiyis frequently indicated by rapid or 
irregular heart rate and breathing, increased systolic 
blood pressure, dryness in the mouth resulting from 
inhibited salivation, sweating in palmar surfaces of 
hands and feet, coldness in the extremities, shivering 
and muscular tremor. parasynpathetic involvement is 
reflected in symptoms like stomach distress, diarrhea 
and frequent urination. 
Normally i t i s indicated that pat ients of 
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anxiety reaction show high levels of sympathetic and 
adrenocortical arousal, persky (1953) measured 
blood plasma levels of adrenocortical hormones and 
urinary products of these hormones in anxious patients' 
group and control group of normals and concluded that 
anxious patients probably do manifest greater adreno-
a 
cortical arousal than normals iiyvariety of situations. 
Another finding (Funkenstein & King 1953)shows 
that the injecting of epinephrine produces an intense 
anxiety, indicating the high suspectibility to arousal 
of anxiety patients, while similar injections in normal 
controls produce milder affects of much shorter duration. 
Associated subjective es^eriences, such as apprehension^ 
are less severe in normals. 
There are both observational and experimental 
evidences suggesting that anxiety and stress are 
intimately correlated with the onset and course of 
diabetes mellitus. For the patient, diabetes provides 
a major adaptational challenge of psychological as well 
as physiological traumas. Many studies throwing light 
on this emerged in the period following Wterld War 
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second when psychosomatic investigators became 
interested in the concept that in certain personality 
types, specific psychological conflict is given 
symbolic expression ir^pecific pathophysiologic 
changes e.g. ulcers, rheymatoid" arthritus and diabetes 
mellitus etc. Dunbar (1943) described diabetic 
personality characterized by strong dependence needs 
and conflicts over sexual activity. Hinkle and 
Wolf (1952) proposed that diabetes was a maladapta-
tion to emotional deprivation where loss of affection 
equals starvation and the individual reacts over time 
utilizing a metabolic adaptation to starvation which^ 
initurn, leads to permanent structural changes. But 
controlled studies show little or no personality 
difference between diabetic and matched controls. 
Dunbar (1943)^ on the basis of her studies^ 
concluded that the subject manifested emotional confl-
icts years before the development of diabetes. In 
childhood there were frequent temper tantrums, phobias, 
anxieties etc. and in later life there were nervous 
breakdowns, family struggles, sexual conflicts, 
indecisiveness^ nervousness, depression, suspicions, 
etc. Wolf and Hinkle (1952) stressed the importance 
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of emotional reactions in diabetic state. They 
pointed that diabetics subjected to threatening 
situations develop diuresis and have a decreased 
glucose concentration, whereas an increased excretion. 
An intense and long durational stress^diuresis^ occurs 
during acute interpersonal conflict. The marked 
loss of fluid, glucose and other bio-chemical alterations 
may actually precipitate Ketosis. 
Emotional reactions,-can within a few seconds, 
elevate the blood sugar very rapidly or in^ other 
instances^ lower it. Increases in catechlomines 
markedly inhibit Insulin secretion and in many ways 
counteract insulin action. The sympathetic nervous 
system, which is concerned particularly with increas-
ing the blood sugar, is stimulated by a decrease in 
blood sugar. Hypoglycemia promotes secretion of 
epinephrine and hepatic glycogenolysis. With the 
development of hyperglycemia, the para-sympathetic 
centers are stimulated and impulses go through vagus 
to the pancreas and promote insulin secretion. Both 
the liver and the pancreas have the capacity to 
respond directly to changes in the glucose concentra-
tion of plasma which bathes them, but the autonomic 
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nervous system probably is more sensitive to slight 
changes• 
Diabetes mellitus results in a number o£ 
social disadvantages also. Parents often find that 
teachers, other family members and even child's 
regular physicians are anxious and reluctant about 
assuring the care of their diabetic child. Friendships 
are sometimes discouraged actively by parents of other 
children. Diabetics may have difficulties in 
obtaining a drivers licence and may be discriminated 
against in seeking employment. They may be perceived 
as less desirable marriage partners and females may 
have poor aspects of conpleting successful pregnancies. 
All this is likely to enhance anxiety amongst diabetics, 
Evidence from studies which indicate the role 
of stress in the etiology of diabetes also supports the 
hypothesis that anxiety may be an important factor in 
diabetes. Anxiety and stress are two complex and 
related problems, that adversely affect the human 
health. It is widely accepted that most people 
respond to stressful situations with increased anxiety. 
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Anxiety as a process refers to a complex sequence of 
cognitive, affective and behavioral events that is 
evoked by some forms of stress. Thus, anxiety is 
specifically related with stress. In stress-producing 
situations glucose is the most important source of 
immediately available energy. Both the central 
nervous system and the musculature are almost 
entirely dependent on it for the efficient performance 
of their functions. In acute emergencies the person 
is dependent on carbohydrate reserves and primarily 
on blood glucose. 
Hinkle and his colleagues (1951) observed that 
Ketosis (characteristic of unregulated diabetes) can 
appear in non-diabetic individuals who have been 
subjected to stress. During a period of stress, 
previously non-diabetic individuals may manifest 
diabetic-like glucose-tolerance curves in response to 
a carbohydrate load and increases in blood and urine 
ketones, similar to untreated diabetic patients. 
Aims and Objectives of the present Study \ 
The central concern of the present investiga-
21 
tion is to study the factor of anxiety amongst 
diabetics. An important question in this regard 
could be whether anxiety is the causative factor 
leading to diabetes or the outcome of the condition. 
However, this can be answered satisfactorily only by 
a study with a strictly esqperimental design where the 
factor of diabetes would have to be induced and 
manipulated inorder to study it as causative of 
anxiety, and the factor of anxiety manipulated at 
many levels to study diabetes as its outcome. Such 
e:q)erimental procedures are however not possible on 
human subjects. Therefore it is advisable to focus 
on studying anxiety as it exists amongst diabetic 
patients, but within a more conprehensive perspective 
of socially relevant factors. 
Since the role of cultural factors is given 
great importance in the precipitation of various 
disorders like diabetes, LHD and even cancer, the 
investigator will study how certain demographic 
variables^ namely^ sex, family system, age and socio-
economic status influence anxiety amongst diabetics. 
Therefore we may frame the following research questions: 
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1. Do diabetics differ from non-diabetics in 
terms of anxiety 7 
2. Do diabetics of various gender groups, age 
groups, SES groups and family system differ 
from non-diabetics falling in corresponding 
groups ? 
3. Do diabetic males differ from diabetic females 
in terms of their anxiety level ? 
4. Do diabetics of varying age groups differ 
on their anxiety level ? 
5. Do diabetics belonging to different income 
groups differ on their anxiety level ? 
6. Do diabetics belonging to nuclear family 
system differ from those of joint family 
system ? 
7. Do the factors of sex, age, socio-economic 
level, family system influence non-diabetics 
alsol 
REVIEW OF LITERATURE 
Within the last decade diabetes has shown a 
trend of increase and has become an object of major 
concern for both medical scientists and psychologists. 
Both have conducted a number of studies on diabetes 
mellitus. It is not only a health risk but affects 
one emotionally and psychologically. We know that 
emotional disturbances increase blood glucose level 
and thus diabetes occurs. In intense emotional 
situations blood sugar is often affected because of 
excessive secretion of epinephrine. Repeated 
exposure^ to emotional situations with emotional 
responses that include autonomic activation of the 
adrenal gland with liberation of epinephrine and its 
consequent action on liver breaks down the glycogen 
and depletes the carbohydrate supply normally stored 
therein. 
Further, since diabetes is usually a life 
long disease, its effects on the patient are drastic. 
Psychology, which is a social science has focussed on 
alleviation of human suffering and inprovement of 
quality of life. Thus this area has been an area of 
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great concern for psychologists. Some of the major 
work done on diabetes with social reference to 
psychological repressions of the disease is being 
recapitulated in this chapter. 
A very major cause of diabetes is genetic or 
hereditary, and ample researches in this regard have 
been done by medical scientists. However, psycholo-
gists have not lagged behind and empirical evidence 
regarding role of psychosocial and emotional factors 
in the incidence of diabetes abound. It would be 
logical to begin review of work done in this area with 
studies that highlight the role of family, since 
family is the most basic and fundamental social 
structure. It exercizes an important influence on 
the diabetic, plays a part in the development and also 
in the control and coping of this dreaded disease. 
Further, the impact of diabetes mellitus on family 
relationships cannot be ignored. 
^MengftL, Blackett, Lawler, Volk (1992) studied 
the relationships between several dysfunctional family 
dynamics (specially family disengagement), poor 
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diabetic control and adolescent physiological 
hyporesponsiveness. It was observed that experienc-
ing physiologic responsiveness to an acute stressor in 
a famijly context, seem to be curvilinearly related to 
family cohesion and diabetic control and also dysfunc-
tional family dynamics may have an effect on reactivity 
to an acute stressor and also having chronic stress 
implications. 
•^ Kaenisberg, Klausner, Pelino, Rosnick, 
Campbell (1992) examined the extent to which expressed 
emotion predicts the degree of compliance with the 
medical regimen and quality of glycemic control in 
diabetic patients. It was observed from data that 
family criticism adversely effects glycemic control. 
Thus attention to family relationships may improve 
pat i ent's condition. 
A study by Hanson/ Henggeler and Burghen (1987) 
indicate that stress is directly related with metabolic 
control, social competence negatively associate stress 
and metabolic control in IDDM adolescents, parental 
support was found to be directly linked with adherence 
through its association with parental support. 
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Koski and Kumento (1977) found that poor 
metabolic control in 8 youngsters was related to the 
presence of family conflict, whereas the home environ-
ments of eleven children in good metabolic control 
were characterized by stability, distinct boundaries 
among family members, and low interpersonal conflict. 
These studies suggest that family dynamics can 
determine to some extent the conditions of diabetes 
patients. 
- Kavan, Lyons (1991) while examining diabetes 
patients, who participated in an outpatient diabetes 
programme found that subjects receiving support from 
friends and who used problem solving coping strategies 
were healthier than those with a wishful-fillment 
coping style. It was found that family social 
support was greater for type II subjects than for 
type I subjects. Men with greater family support were 
more likely to use problem-solving coping and were 
healthier than women. Both wishfulfillment and 
detachment coping were more prevalent in women. 
Kager and Holden (1992) through their study 
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found a negative relationship between maternal coping 
and children's (with IDDM) sense of self worth. But 
children's self-reported coping was positively related 
to peer relations. Girls reported more positive peer 
relations and more positive diabetes adjustments than 
did boys. Higher frequency of negative life events 
was associated with poorer adjustment, 
y Kramer, Llyond, Dorman (1992) in their study 
"Familial Association between Psychosocial factors 
and corrplications Among IDDM Sib pairs" found that 
depression and support are correlated among TDTM 
sibling pairs and may be related to diabetes complica-
tions and glycemic control. These factors, rather 
than other shared genetic or familial factors, may 
respond to intervention, thus increasitig the prospect 
of improved health. These interesting studies indicate 
that family support helps the patient to cope with 
diabetes and good relations with family members may 
even provide treatment for patients to some extent. 
^^  Studies have indicated that certain pathologies 
which occur as a consequence of diabetes mellitus may 
adversely affect marital life, Bernbaum, Duckra and 
28 
Albert (1992) observed marital and familial impact 
of diabetes mellitus with vision impairment. They 
assessed 22 subject with vision impairment due to 
diabetes mellitus, and found that 9 become separated. 
Subjects' vision impairment proved a major stressor in 
the spousal relationship. Individuals who became 
totally blind were at a significantly higher risk for 
seperation than those who were not^ally blind. 
Meisler, Carey, Latinga and Krauss (1989) in their 
study indicate that erectile dysfunction occurs 
frequently in men with diabetes mellitus and may lead 
to embarrasment, anxiety, depression and marital 
distress. 
Since gender differences in many dimensions 
of behaviour have been observed, it would be meaning-
ful to refer to studies relating to difference amongst 
men and women with reference to diabetes mellitus. 
-^ Kovacs, lyenger, Goldston and Stewart (1990) 
examined 51 girls and 44 boys (aged 8.3 - 13.9 years) 
with IDEM repeatedly for 6 years to determine the 
self perceived psychological adjustment, with the 
help of children's Depression Inventory. After first 
year of IDDM, subjects exhibited a mild increase in 
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depressive symptoms. Anxiety decreased for boys 
but increased for girls over the duration of IDEM. 
Self-esteem remained stable. Subjects found the 
Implications of IDDM more upsetting and the regimen 
more difficult with time. Girls were more upset by 
their illness than boys. 
-JAiO. 
V Ryan and Morrow (1986) conducted W U M L study 
on 125 diabetic and 82 nondiabetic (10 - 19 years old). 
They reported that females who developed diabetes 
before 5 years of age had poorer self-concept scores 
than early onset males^ whereas males and females in 
later onset or control groups had similar scores. 
This interaction was found to be restricted to physical 
Appearance and Anxiety subscales. 
From the above it may be observed that women 
become more upset/ develop more anxiety and poorer 
self-concept than maletdue to their illness of diabetes 
mellitus. 
Another important question is with regard to 
psychiatric problems amongst diabetic patients. 
Lustman, Griffith, Clonse, Cryer (1986) studied 
psychiatric illness in diabetes and its relationship to 
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symptoms and glucose control. While comparing 
subjects with a recent psychiatric illness to those 
never psychiatrically ill, a significant difference 
in mean glycosylated hemoglobin levels was observed. 
Psychiatrically ill subjects reported more symptoms 
of poor metabolic control and more distress associated 
with these symptoms. Finding shows that emotional 
illness is associated with both poorer metabolic and 
the increased report of clinical symptoms of diabetes. 
Depression is a state of dependency characte-
rized by feelings of inadequacy, lowered activity 
and pessimism about the future. In our modern 
society we can observe that depression has become a 
very common problem. Thus it becomes necessary for 
us to explore the relationship between depression and 
diabetes mellitus. 
yLustman, Clouse and Camay (1988) correlated 
eleven symptoms reported by 114 poorly-controlled 
diabetes patients, with glycosylated hemoglobin (HGB) 
and depression. While HGB was found poorly corre-
lated with 9 of the eleven symptoms, depression was 
found moderately correlated with nine symptoms. This 
shows that symptoms of diabetes are more related to 
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depressive mood than to the conventional clinical 
measure of blbod glucose control. 
Von Dras and Lichty (1990) studied relation-
ship among age, diabetes glucose control (GC) and 
depressfion among 116, 18-71 year old type I and 
type II diabetes. They observed that age was not 
correlated with diabetes GC or depression but there 
is a positive correlation between psychological and 
somatic symptoms of depression with diabetes GC. 
McGill, Lustman, Griffith, Freeland, Gavord, 
Clause (1992) examined the relationship of depression 
t 
to compliance with self-monitoring of blood glucose 
(SMBG) dn 76 patients participating in a controlled 
trial of psychopharmacotherapy for poor glucose regu-
lation. It was observed that depressed subject were 
less compliant with SMBG than non-depressed subjects 
during the final week of the study (63,5^ Vs 79.6%, 
P= 0.02) and over the entire course of the 8 week 
study (72% Vs 84%, p= 0.02). Data indicates that 
depression is related to poor glucose in part through 
lowered compliance with treatment. 
Connell, Storanat and Lichiy (1990) tried to 
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find out the impact of diabetes-specific psychosocial 
variables on self-care behaviour, blood glucose 
regulation and depression among 191 NIDDM patients 
(60 - 90 years)• Hiearchical multiple regression 
results show that perceived benefits of and barriers 
to self-care behaviour and diabetes-specific social 
support were significant predicators of self-care 
behaviour, depression was a marginally significant 
predicator of glycosylated hemoglobin and perceived 
barriers to self-care and emotional impact of diabetes 
were significant predicators of depression. 
Since the relationship between diabetes 
mellitus and anxiety is an important aspect of our 
work, studies conducted in the area are being presented, 
Delamater, Kurtz, Bubb, White (1987) assessed 
trait anxiety, perceived daily stress and coping 
responses to a recent stressful event in 27 type I 
diabetes mellitus adolescents (mean age 15,4 years). 
Using glycosylated hemoglobin Ai as a base, subjects 
were divided into 3 metabolic control subgroups: good, 
fair and poor control. It was found that subjects in 
poor control used more wishful thinking and avoidance 
help-seeking and it was reported that the metabolic 
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control subgroups differed in the type of stressful 
events. Result indicates the way in which diabetes 
patients appraise and cope with stress are related 
to their metabolic control, 
Lustman (1988) investigated the relationship 
of anxiety disorders and diabetes mellitxis among both 
IDI»4 and NIDDM patients. In his experiment, he 
considered (1) the effects of acute stress on glycettda 
(2) the effects of hyperglycemia on psychologic charac-
teristics and (3) the prevalence of criteria defined 
anxiety disorders in diabetes. Results show that 
anxiety disorders are common among diabetic patients 
and are recurring in a substantial proportion of 
case. The presence of generalized anxiety disorder 
is associated with both poorer glucose control and 
increased clinical sytt5)toms of diabetes. 
Gary (1990) examined five health related 
dimensions of quality of life in IDDM patients: 
physical functioning, social functioning, emotional/ 
mental state, burden of symptoms, and sense of well-
being. Increased depressive and anxiety disorders 
were found in IDDM patients specially in relation with 
more severe medical complications and low social support 
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Ellen (1986) reported that anxiety exercises 
influence on the diabetic to such an extent that 
instruction regarding health care to be given to the 
diabetic must take into consideration his anxiety 
level. 
Spirito, Ruggiero, Coustan and McGarrey 
(1992) compared the mood stability among 43 overt 
diabetic pregnant women with 68 nondiabetic pregnant 
controls. Subjects with overt diabetes were found 
more anxious and more depressed than controls. 
Anxiety level among younger subjects was higher than 
older ones. 
Wells, Golding and Andrey (1989) observed 
the life time and current prevalence of 3 groups of 
affective substance use and anxiety disorders among 
554 subjects with or without each of 5 life time 
chronic medical conditions — arthritis, diabetes, 
heart disease high BP and chronic lung disease. The 
prevalence of life time and/or recent anxiety disor-
ders were found to be high for each of the 5 physical 
conditions. 
Ron and Jerald (1992) while examining sexual 
35 
history and preference, substance abuse, violence, 
personality and neuropsychological impairment among 
diabetic and controls found that diabetics have more 
overall clinic disturbance — anxiety, family prob-
lems, criminality etc. then controls. 
Hanestad (1992) examined the impact of IDDM 
on daily life and quality of life experiences among 
247 diabetic patients (aged 16 - 74 years). Scores 
from well-being scales showed that subjects with 
greater impact of IDDM scored higher on the loneliness, 
tension, anxiety and idolence scales and lower on 
basic mood, security and future orientation scales. 
Joslin (1951) while reporting 18 Juvenile 
onset diabetes patients stated that eleven were having 
psychological difficulties ranging from anxiety neuro-
sis to reactive depression. 
Anderson, Miller, Auslander, Santigo (1984), 
Mazze, Lucido, Shamoon (1984), Chase, Jackson (1981) 
have reported that poor glycemic control is associated 
with increased anxiety, mood disturbance and stress. 
Anxiety as a process refers to a complex 
sequence of cognitive, affective and behavioural events 
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that Is evoked by some forms of stress. Thus 
anxiety Is specifically related.with stress. 
^ Prenzel, McCaul, Glasgow and Schafer (1988) 
studied the relationship of stress and coping and 
glycemic control of IDEM. They observed coping in 
relationship to a diabetes — specific stressful event 
and coping with routine worries. It was found that 
higher levels of perceived stress (but not daily 
worries) were associated with poorer glycemic control. 
More avoident coping was also related to poorer 
control. Thus a direct relationship between stress 
and diabetes control is observed. 
Evans (1985) while observing a possible rela-
tionship between emotional stress and diabetes control 
found that increased diabetic control, together with 
lower insulin requirements may result from stress 
management procedures. 
Cox, Taylor, Newacek, Holleywilcox (1984) 
examined the influence of stress on blood glucose 
levels in insulin-dependent diabetics. They observed 
that subjects generally perceived stress as signifi-
cantly related with blood glucose control. 
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Mengel, Lawler, Volk, Vivlani (199 2) examined 
the association between parental stress response and 
family dynamics, adolescent stress response of 12 
IDDM adolescents (aged 15 - 18 years) . Higher levels 
of baseline and peak physiologic measures in the 
mother were related with poorer diabetic control in 
adolescents. Lower systolic blood pressure in father 
were also associated with poorer diabetic control in 
the adolescents. This indicates that parental 
stress response may result in poorer diabetic control 
in adolescents with ICDM. 
/ Auslander, Bubb, Rogge, and Santiago (1993) 
studied the relationships among family stress, family 
capabilities and the health status of 53 IDDM children 
(aged 22 - 18 years)• Higher levels of family stress 
and lower levels of family resources were found to be 
associated with poor metabolic control. Family stress 
was directly and strongly associated with metabolic 
control. 
- Bolfour, White, Schiffrin, Dougherty (1993) 
observed stress, dietry disinhibition and blood 
glucose control among 65 type I diabetic girls and 
women (aged 12 - 26 years) . Blood glucose control was 
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found poorest in those diabetic women who perceived 
their lives as stressful while blood glucose control 
was unrelated to stress in young women. 
All these studies clearly indicate a positive 
relationship between diabetes and anxiety and stress. 
It is even indicated that by controlling stress, 
blood glucose level can be controlled and will provide 
a relief for diabetic patients. Stress also effects 
blood pressure, heart rate etc. of diabetic patients. 
Gilbert, Johnson, Silverstein and Malone 
(1989) studied 11 - 18 year old 30 IDDM subjects (15 
in good metabolic control and 15 subjects in poor 
control), and 15 nondiabetic controls under laboratory 
stress conditions. All subjects reported increased 
anxiety and arousal to stressors. IDDM subjects in 
poor metabolic control showed significantly higher 
heart-rates throughout the study, compared with cont-
rolled IDDM subjects and controls. 
This indicates that poor diabetic control 
may create autonomic and cardiac risk even among young 
patients with IDDM. 
Delamater, Bubb, Kurtz, Kuntze (1988) examined 
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psychological responses to experimentally induced 
psychological stress in 31 type I diabetic adolescents 
(mean age 14.5 years). Glycosylated hemoglobin mea-
surements divided the subjects into good, fair and 
poor metabolic control subgroups. Higher levels of 
lactate, diastolic BP, and heart rate were observed in 
subjects with poor control. Increase in anxiety and 
cardiovascular responses to stress were observed 
among all subjects. Stress reactivity did not differ 
between the three metabolic control groups. 
Studies by different psychologists indicating 
the treatment of diabetes mellitus are as follows: 
Koski (1991) studied (1) the influence of 
psychosocial factors on the onset of IDEM, (2) the 
influence of psychosocial factors on the course and 
development of IDDM, (3) the influence of lEDM on the 
personality development of Juvenile diabetics, and 
(4) psychotherapeutic intervention in IDDM. Goals 
for psychotherapy with IDEM patients, specially Juve-
niles, include helping the patient to develop a sense 
of ownership and responsibility for his body and 
helping him to develop alternative channels for the 
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release of previously depressed or denied feelings. 
Psychotherapy may prove at least short termed bene-
ficial for metabolic control, better adherence, 
weight loss and fewer episodes of diabetic ketoaci-
doses. 
Miley (1989) assigned one of three treatment 
conditions : (1) biofeedback relation (BR), (2) non-
directive patient-centred insight therapy (IT) or 
(3) no-treatment control (NT) to 21 chronically ill 
type II diabetics, with multiple symptomatology and 
poor prognoses. Results show that BR was effective 
in reducing subject's intra-session blood glucose 
level. IT and NT were not generally effective in 
reducing these levels. By the third weekly session 
IT subjects also reported blood glucose reduction like 
BR subjects. Thus behavioural techniques that affect 
emotional states may be useful to the medical manage-
ment of type II diabetes. 
Clarke, White and Rowan (1987) reported a 
case of 40 year old IDDM women with day and night 
vomiting that was associated with anxiety. Her vomi-
ting was successfully treated with relaxation training. 
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Jensen (1985) reported psychological factors 
in diabetes mellitus and its treatment. Emotionality 
plays a crucial role in the management of diabetes. 
Forsius, Janson, Jarvinen, Piilinen (1985) 
compared the effects of supportive individual psycho-
therapy and intensive education about diabetes on the 
habiliation of 10 - 15 year old diabetes mellitus 
patients. No obvious differences in diabetic status 
were observed between groups. The greater benefit 
of individual psychotherapy was in helping subjects 
to master depressive and anxiety symptoms. 
^ Wigg, O'Neil, Feinstein (1992) examined the 
relationship between psychosocial functioning, meta-
bolic control and programmable Irrplantable Insulin 
Delivery System (PIIDS) therapy. It was observed 
that PIIDS therapy is both metabolically efficacious 
and provides significant improvements in quality of 
life and social functioning. 
^ Minuchin (1975) reported that family therapy 
improved the communication and conflict resolution 
by reducing stress and led to reduced incidence of 
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Ketoacidosis (severe Insulin shortage) In several 
cases. 
On the basis of research findings and theo-
retical positions/ differences may be predicated 
among diabetics and non-diabetics, amongst diabetics 
and amongst non-diabetics on the basis of variables 
like sex, age, economic status and family systems. 
Although emperical work on role of economic status in 
occurance of diabetes has not been done and on the 
face of it such a relation appears preposterous, but 
economic conditions are very much related to fears, 
anxiety and apprehensions. We have therefore 
included it in the purview of our study^. The follow-
ing research hypothesis may thus be framed : 
(1) Diabetics differ from non-diabetics on anxiety. 
? 
(2) Males differ from females on anxiety. 
(3) Diabetic males differ from non-diabetic males 
on anxiety. 
(4) Diabetic females differ from non-diabetic 
females on anxiety. 
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(5) Diabetic males differ from diabetic females 
on anxiety, 
(6) Non-diabetic males differ from non-diabetic 
females on anxiety. 
r 
(7) Age influences anxiety level. 
(8) Age influences anxiety level among diabetics. 
(9) Age influences anxiety level among non-diabe-
tics. 
(10) Diabetics and non-diabetics belonging to 
different income groups differ with each other 
on anxiety. 
(11) Diabetics belonging to different income groups 
differ on anxiety. 
(12) Non-diabetics belonging to different income 
groups differ on anxiety. 
(13) Diabetics and non-diabetics belonging to joint 
family system differ on anxiety. 
(14) Diabetics and non-diabetics belonging to nuc-
lear family system differ on anxiety. 
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(15) Diabetics belonging to joint family system 
differ from diabetics belonging to nuclear 
family system on anxiety. 
(16) Non-diabetics belonging to joint family system 
differ from non-diabetics belonging to nuclear 
family on anxiety. 
METH0D0LCX3Y 
In order to achieve the objectives of the 
proposed stud/, the investigator must design 
procedures, select tools and sartple of subjects 
which facilitate the attainment of desired 
obj ectlves• 
This present study was undertaken to study 
anxiety amongst diabetic subjects, with reference 
to certain demographic variables. The demographic 
variables selected by the investigator were age, sex, 
socio-economic status and family status. Therefore, 
the basic design was to study groups of diabetics 
with reference to the demographic variables and 
compare them on their scores of anxiety test. 
Since information elicited by study of 
diabetics only would not throw light in a clear 
comprehensive manner, non-diabetic sample was also 
studied with reference to the four demographic 
variables. This would help us to see if diabetics 
really differed from non-diabetics as far as 
Intervention of these variables was concerned. 
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Sample % Sample comprised of hundred diabetic and 
hundred non-diabetic subjects. The diabetic subjects 
ware taken from the Diabetic Clinic OPD, Jawaharlal 
Nehru Medical College, Aligarh, and out of almost 
fifty that reported in the clinic, each day the 
investigator was able to take about two of three 
patients in one sitting. Sampling was purposive in 
nature. 
Sampling is an extremely crucial part of 
research endeavour. The representativeness of the 
sample is determined by the method through which 
sample is drown. Ideally, random sample procedure^ 
which is totally free from bias and permits each 
element of the population an equal chance of being 
part of the sample^ should be followed. Randomization 
is necessary to ensure validity of independence 
assumptions but practical difficulties do not allow 
pure random sartple. We mostly include in the sample 
those members of the population that are easily 
accessible to us and from those subjects random 
sample is drawn. Baroota (1989) considers this a 
justified procedure. 
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The non-diabetic sample was taken from the 
same social-educational-economic background to which 
the diabetic group belonged. Care was taken to 
ensure that in terras of age and other factors, the 
two groups would be similar. 
Diabetics Non-diabetics 
Total no. of Diabetics = 100 Total no. of Non-diabetics 
No. of Males = 5 0 =50 
No. of Females = 5 0 =50 
Age : Range » 25 to 72 
Age group 1 (25 -35) = 14 Age group 1 (25-35) = 15 
2 (36 -46) =25 2 (36-46) = 28 
3 (47 -59) =34 3 (47-59) = 33 
4 (60-70+) =27 4 (47-70+)= 24 
Income : 0 - 8000 +/month 
Income group I (0-2000) = 34 Income groupl= (0-2000)=34 
M 
2 (2000-4000) = 30 '• 2 (2000-4000) = 25 
•• , 3 (4000+-8000)= 24 " 3 (4000+-8000) = 31 
•• 4 (8000+) o 12 '• 4 (8000+) = 10 
Family system : 
Nuclear = 53 Nuclear = 55 
Joint = 47 Joint =45 
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Tool of the Study : 
Anxiety was measured by a test which was the 
shorter Hindi version of Sinha's W.A. Self Analysis 
Scale developed by Khan and Hasan (1981). Sinha's 
W.A. Self - Analysis Form (1968) consisted of 100 
true/false items. Shorter version, instead of 100 
itemS/ comprised of 30 most discriminating items having 
a correlation of .79 with the full scale. Its split 
half reliability was .7 2 (corrected). The validity 
of shorter version determined by correlating its 
scores with the scores of the subjects on Maslow's 
^security - Insecurity Inventory and Cattell's Scale 
of Ergic Tension included in his 16 PF Questionnaire 
was ,535 and .531. 
Procedure ; 
In order to evaluate the anxiety level of 
subjects Self-Analysis Scale was administered. Each 
subject was approached invididually. After initial 
establishment of rapport, subjects were told that they 
would be given a list of 30 statements. They may 
find some statements in agreement with what they felt 
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and experienced while some may not be In accordance 
with their characteristics. They were asked to 
examined each of the 30 statements carefully and mark 
with a tick (>-^ )^ against 'yes' if the statement 
describes their own characteristics and 'No' if it 
does not. 
Every 'Yes* response indicating anxiety was 
given score 1 and no score was assigned to response 
•No'. Thus total number of yes indicated respondent's 
anxiety score or anxiety level. 
Statistical Analysis : To compare anxiety score of 
diabetics and non-diabetics with reference to their 
age, sex, economic status and family status the 
Investigator used t-test. 
RESULTS 
In order to obtain desired information/ 
the researcher has to analyse responses taken from 
subjects and interpret the findings. To study the 
relationship of anxiety with diabetes, a psychosomatic 
disorder, coicparisons were made between diabetic and 
non-diabetic groups with reference to certain demogra-
phic variables. For this purpose 't' test was 
applied. 
Comparison of level of anxiety among diabetics and 
non-diabetics : 
N Ic S.D, t 
7,97 
Diabetic 100 16.69 7.03 
Non-diabetic 100 10.95 4,97 
P ^ .001 
Table shows a significant difference among 
diabetic and non-diabetic subjects regarding the 
feeling of anxiety. 
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^ToJJU M&. 2 
Comparison of anxiety scores among male and female 
subj ects t 
M X S.D. t 
Male 100 12,5 6.83 
3.63 
Female 100 18.49 6.35 
P Z, -01 
Table indicates a significant difference in 
the anxiety scores of male and female subjects . 
'ToJJis. Mo. 3 
Comparison of anxiety scores among diabetic male 
and female : 
N ST S.D. t 
Diabetic 50 14.84 7.75 
Male 
2.72 
Diabetic 50 18.54 5.66 
Female 
P ^ .01 
Table indicates a significant difference in 
the anxiety scores of male and female subjects. 
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^TdJ>h. AJQ. 4 
Comparison of anxiety scores among non-diabetic 
male and female : 
Non-diabetic 
Male 
Non-diabetic 
Female 
N 
50 
50 
X 
9.46 
12.44 
S.D. 
3.8 
5.40 
3.20 
P z_ .01 
Table is indicating a significance of 
difference in their anxiety score' among non-diabetic 
male and female subjects. 
""^OJcJU No. 5 
Comparison of anxiety scores of diejbetic male and 
non-diabetic male•: 
N X S.D. t 
Diabetic 50 14.84 7.75 
Male 
4.40 
Non-diabetic 50 9.46 3,8 
Male 
P /L .001 
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There Is a significant difference among 
diabetic male and non-diabetic male regarding their 
anxiety scores. 
'XoJoHa. Mo. 6 
Comparison of anxiety scores of diabetic female and 
non-diabetic female : 
N X S.D. t 
Diabet ic 50 18.54 5.66 
Female 
5.49 
Non-diabetic 50 12.44 5,4 
Female 
P ^ .001 
Table is indicating a significant difference 
in the anxiety scores of diabetic and non-diabetic 
females. 
We divided the subjects into four age groups 
(1) 25 - 35 (2) 36 - 46 
(3) 47 - 59 (4) 60 - 70+ 
All these groups were compared. 
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"OJQJU ^vlo- 7 
N X S . D . t 
Group I 14 1 5 . 2 8 6 . 8 0 
(25-35) 
Group I I 25 1 4 . 6 0 8 . 4 5 
(36-46) 
Group I 14 1 5 . 2 8 6 . 8 0 
(25 -35) 
Group III 34 18.11 6.68 
(47-59) 
Group i 14 15.28 6.80 
(25-35) 
Group IV 27 17.07 4.74 
(60-7/)+) 
Group ll 25 14,6 8.45 
(36-46) 
Group III 34 18.11 6.68 
(47-59) 
Group II 25 14.6 8.45 
(36-46) 
Group IV 27 17 .07 4 . 7 4 
(60-70+) 
.25 (N.S) 
1.28 (N.S) 
1 .02 (N.S) 
1 .69 (N.S) 
1.37 (N.S) 
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Group 0)11 34 1 8 . 1 1 6 . 6 8 
C47-59) 
Group IV 27 17 .07 4 . 7 4 
(60-70+) 
.70(N.S) 
r 
Table indicate that different age groups of 
Diabetic subjects donot differ significantly with 
each other on their anxiety scores. 
^fcJJU No. 8 
Table compares the anxiety scores of four age groups 
of Non-Diabetics t 
N X" S.D. t 
Group I 15 8.53 3.66 
(25-35) 
1.60 (N.S) 
Group II 28 11.21 5.98 
(36-46) 
Group I 15 8.53 3,66 
(25-35) 
1.29 (N.S) 
Group III 33 10.06 3.93 
(47-59) 
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Group I 15 8.53 3.66 
(25-35) 
3.6 (P^.001) 
Group IV 24 13.37 4.57 
(60-70+) 
Group II 28 11.21 5.98 
(36-46) 
Group III 33 10.06 3.93 
(47-59) 
Group II 28 11.21 5.98 
(36-46) 
Group IV 24 13.37 4.57 
(60-70+) 
Group III 33 10.06 3.93 
(47-59) 
Group IV 24 13,37 4.57 
(60-70+) 
.85(N.S) 
1.52(N.S) 
2.82 (PZ.01) 
Table indicates that Group I (25-35) and 
group rv (60-70+) of non-diabetic subjects differ 
significantly 6t .001 level and group III (47-59) and 
group-IV (60-70+).of non-diabetics subjects differ 
significantly in their anxiety scores while the other 
groups donot differ significantly with each other on 
their anxiety scores. 
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Comparison of 4 age groups of diabetics and non-
dlabetlcs on their anxiety scores t 
N X S.D. t 
Group I 14 15.28 6.80 
(Diabetic) 
Group I 15 8.53 3.66 
(Non-
dlabetlc) 
Group II 25 14.6 8.45 
(Diabetic) 
Group II 28 11.21 5.98 
(Non-
dlabetlc) 
Group III 34 18.11 6.68 
(Diabetic) 
Group III 33 18.06 3.73 
(Non- , 
diabetic) 
Group IV 27 17.07 4.74 
(Diabetic) 
8.37 (P^ L.OOl) 
1.70 (N.S) 
5.96 (P^ .001) 
3 (P^.Ol) 
Group IV 24 ia.37 4.57 
(Non-
diabetic) 
All groups of diabetics and non-diabetics 
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except group II of diabetics and group II of non-
T 
diabetics differ significantly on their anxiety 
scores. 
Subjects were divided into 4 income groups t 
Group I Earning 0 - 2000 Rs./month. 
Group II Earning 2000 + - 4000/month 
Group III Earning 4000 + - 8000/month 
Group IV Earning 8000+ /month 
Con^arison was made among these 4 income groups. 
'Xi 
Group I 
(0-2000) 
Group I I 
(2000+ -4000) 
Group I . 
(0-2000) 
Group I I I 
(4000+ -8000) 
^Ue 
N 
34 
30 
34 
24 
Nc .. 10 
X 
20.67 
16,9 
20.67 
13.20 
S.D t 
5,87 
2.40 (P z , 0 2 ) 
6.48 
5.87 
4.36(PZ- .001) 
6.63 
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Group I 34 20,67 5.87 
(0-2000) 
4.42(P ^ .001) 
Group IV 12 11.83 5.75 
(8000+) 
Group II 30 16.9 6.48 
(2000+-4000) 
Group III 24 13.20 6.65 
(4000+-8000) 
Group II 30 16.9 6.48 
(2000+-4000) 
Group IV 12 11.83 5.75 
(8000+) 
Group III 24 13.20 6.63 
(4000+-8000) 
Group IV 12 11.83 5.75 
(8000+) 
5.40(P^ .001) 
6,43 (PZ.OOl) 
.61 (N.S) 
All the Income groups of Diabetic Subjects 
except income groups IlIrd and IVth differ significantly 
on their anxiety scores. 
60 
CL^JL I'^o.lJ^ 
Comparison of different Income groups of non-
diabetic subjects t 
Group I 
(0 - 2000) 
Group II . 
(2000+ - 4000) 
N 
34 
25 
X 
13,02 
11.28 
S.D. 
5.03 
5.79 
1.19 (N.S) 
Group I, 34 13.02 5.03 
(0 - 2000) 
3.68(P^: .001) 
Group III 31 8.93 3.80 
(4000+ - 8000) 
Group I 34 13.02 5.03 
(0 - 2000) 
Group IV 10 9.3 1.41 
(8000+) 
Group II 25 11.28 5.79 
(2000+ -4000) 
Group III 31 8.93 3.80 
(4000+ - 8000) 
3.79(P^ .01) 
1.72 (PZ_.10) 
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Group II 25 11.28 5.79 
(2000+-4000) 
1.05 (N.S) 
Group IV 10 9.3 1.41 
(8000+) 
Group III 31 8.93 3.80 
(4000+ - 8000) 
Group IV 10 9.3 1.41 
(8000+) 
.44(N.S) 
The table indicates that income groups 1st 
and llnd, Ilnd and IVth and Ilird and IVth do not 
differ significantly on anxiety, while income groups 
1st and Ilird and 1st and IVth of non-diabetics differ 
significantly at .01 level in their anxiety scores, 
whereas income group Ilnd and Ilird differ at .10 
level in their anxiety scores. 
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Compacison of 4 income groups of diabetics and 
non-diabetics : 
Group I 
(diabetics) 
N X 
34 20.67 
Group I 34 13.02 
(Non-diabetics) 
S.D. t 
5.87 
5.03 
5.70(PZ .001) 
Group II 30 16.9 
(Diabetics) 
Group II 25 11.28 
(Non-diabetics) 
6.48 
5.79 
3.44 (P/- ,01) 
Group III 24 13.20 
(Diabetics) 
Group III 31 8.93 
(Non-diabetics) 
6.63 
3.80 
2.77 (P^.Ol) 
Group IV 12 11.83 5.75 
(Diabetics) 
Group IV 10 9.3 
(Non-diabetics) 
1.41 
1.32 (N.S) 
All the income groups of diabetics and non-
diabetics except IV differ significantly on their 
anxiety scores. 
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Comparison of anxiety scores of diabetics living in 
joint fandlles and nuclear families : 
N ST S.D. t 
Diabet ics 47 17.76 7 .35 
(Joint family) 
1.43 (N.S) 
Diabetics 53 15.76 6.59 
(Nuclear family) 
Table indicates no difference in scores of 
diabetic subjects regarding their family system. 
'^aJUU hlo- 14 
\ 
Conparison of anxie ty scores of non-diabet ic subjec t s 
belonging t o j o i n t and nuclear family sys tems. 
N X S.D. t 
Non-diabetics 45 10.84 4,34 
(Joint family 
system) 
.19 (N.S) 
Non-diabetics 55 11.03 5.43 
(Nuclear family 
system. 
Non-diabetics also do not have any 
significant difference in their anxiety scores 
regarding their family system. 
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'ToJilc (^O- 15 
Comparison of anxiety scores of diabetic and non-
diabetic, subjects living in joint family system : 
N X S.D. t 
Diabetic' 47 17.76 7.35 
5.49 (R/.OOl) 
Non-diabetics 45 10.84 4.34 
vDiabetic and non-diabetic subjects living in 
joint family system differ significantly. 
Comparisoh of anxiety scores of diabetic and non-
diabetic subjects living in nuclear family system t 
N X S.D. t 
Diabetic 53 15.75 6.59 
4.03 (p^i.OOl) 
Non-diabetic 55 11.03 5.43 
Diabetic and non-diabetic subjects living in 
nuclear family system also differ significantly. 
DISCUSSIONS 
One of the roost crucial tasks in research is 
to interpret the findings obtained. It is through a 
dispassionate appraisal of data obtained that science 
is enriched. 
The basic premise with which this research 
proceeded was that anxiety is related to diabetes and 
demographic factors like sex, age etc. also play a 
role in anxiety amongst diabetics. These factors 
were considered inportant because it was felt that 
they are of prime importance in determining the 
emotional status of the individual. To be more 
precise, differences in the culture's reactions to 
individuals on the basis of sex, age, economic position 
and family system would be reflected on anxiety scores 
and an understanding of this position in diabetic and 
non-diabetic groups will enlarge our understanding of 
the phenomena. If these demographic factors 
contributed to anxiety amongst diabetics, the manner 
in which they operated in diabetic and non-diabetic 
group would differ. 
If we take in the results at a glance we find 
that the diabetic and non-diabetic groups differed 
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significantly on anxiety scores. This trend is 
reflected in altnoat all dimensions of the factors 
studied. The diabetic males differed from the non-
diabetic male group and the same was true of the female 
groups. The different age groups of diabetics when 
compared with non-diabetics was also found to differ 
in almost all cases. Same is true of different 
levels of economic status groups and those demarcated 
in terms of family system. In other words diabetics 
had a higher score on anxiety than non-diabetics and 
this holds true in terms of gender, age, economic 
status as well as family system. 
However a more important question would be 
answered in terms of these demographic factors if 
different age and other groups amongst diabetics 
are compared amongst themselves. 
In this connection we found that diabetics 
falling in different age groups did not differ from 
each other in terms of anxiety. This becomes 
meaningful when we look at how anxiety falls in the 
non-diabetic age groups. Amongst the non-diabetics 
an increase in anxiety with reference to age can be 
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seen which is reflected in the fact that those falling 
in the age group of 58 and above show a significantly 
higher anxiety than the younger group. This would, 
nnean that the anxiety which the status of diabetes 
carries, levels out the differences in terms of age. 
Younger and older diabetics are all falling within a 
similar range. It may be noted that the lowest score 
of anxiety in the non-diabetic group is 8.53 and the 
maximum score is I3i37. "In th6 diabetic group the 
range of the scores is 14.60 and 18.11 which 
strengthens our point that by and large diabetics of 
all age groups had a similar status in terms of anxiety, 
Younger and Moir (1982) found Juvenile diabetics more 
depressed and anxious than maturity onset diabetics as 
maturity onset diabetes occurs after personality 
developments when an individual achieves stability of 
self concept and independence. Thus there is greater 
degree of tolerance and consequently less anxiety. Our 
sample did not include juvenile diabetics — had they 
formed part of the sample we could have made comments 
on this important aspect. 
In the dimensions of gender we obseirve that 
in both diabetic and non-diabetic groups* females 
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score significantly higher than males on anxiety. 
Here we may conclude that being a female increases the 
chances for higher anxiety and this holds good whether 
or not diabetes is present. But again we note that 
the scores of the non-diabetic males and females are 
much lower than their diabetic counterpart. (Non-
diabetic B p(0.95^  diabetic = 16,60 Results of the 
study conducted by Kovacs, lyenger, Goldston and 
Stewart (1990) reported that anxiety among girls with 
IDI»1 increased with time. Compared with boys and 
girls were found to be more upset by their illness 
than boys, Ryan and Morrow (1986) also reported 
that females who develop diabetes before 5 years of 
age had poorer self-concept scores than early onset 
males. 
When we look at the dimension of economic 
status of the subjects we find that the anxiety 
scores were distributed in a different manner among the 
diabetic and the non-diabetic groups. The lower 
economit groups showed an elevated anxiety when 
coix^ ared to the relatively higher Income group. 
Within the non-diabetic sample there was no very 
clear-cut difference on this dimension except for 
lowest income group when compared to the highest group. 
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It is also Interesting to note that those falling in 
the upper income group amongst diabetic and non-
diabetic san{)le do not differ amongst themselves on 
anxiety. (Diabetic income group III" 13.26, income 
group IV = 11.83, Non-diabetic income group III = 8.93, 
income group IV = 9.3), Thus it may be concluded 
that although the economic constraints influence 
anxiety to some extent in the overall sample, this is 
much more marked in the diabetic sample. The expenses 
involved in treatment and control of diabetes can very 
well be considered as contributory to anxiety. In a 
country like ours where money is becoming more and 
more important, its lack can elevate anxiety in an 
already vulnerable group. 
Again in terms of family system the diabetic 
group and the non-diabetic group showed a similar 
status. Whereas the scores of the non-diabetic were 
lower as compared to the diabetic group, the joint and 
nuclear family status did not affect the anxiety. 
If we observe the overall results objectively 
we find that although in terms of anxiety the diabetic 
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and non-dlabetlc groups differ, the role of particular 
demographic variables that we have studied is limited. 
Whereas many studies have «ttbdoubtedly emphasized the 
role of such factors in diabetes, a very large number 
of research have been conducted on animals. Experimen-
tal studies in which stress must be increased or 
decreased and sugar level has to be manipulated cannot 
be carried out on human subjects as we already indicated 
in chapter 2. Pickup; and Williams (1988) point out 
that although some animal studies and anecdotal case 
reports in man suggest that anxiety and stress may 
directly precipitate diabetes or aggravate diabetic 
control, there is no firm evidence that such a mechanism 
operates in human subjects. In human cognitions and 
perceptions influence the status of a disease which has 
emotional overtones. Thus anxiety and depression have 
been found in diabetic patients. The author conclude 
it is likely that the status of being diabetic results 
in an elevated anxiety. The physiological and 
metabolic aspects of the disease appear to dominate the 
picture and if we wish to study the impact of socio-
psychological factors, studies which investigate basic 
processes like attitudes, socio-demographic dynamics 
would perhaps be more enlighting. Rather than family 
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system it would be better if fandly dynamics like 
criticism verses support are studied. Those factors 
in the environment that have a marked effect on our 
negative emotions like frustration and failure may 
perhaps be more pertinent. Level of aspiration fear 
of failure, helplessness, hopelessness would perhaps be 
more meaningful variables. It is timely to point out 
here that the attempt to deleniate a diabetic persona-
lity, that is to associate certain personality 
characteristicis with the diabetic predisposition have 
not met with success (Dunbar 1943, Hinkle & Wolf 1952). 
So the picture is not very clear. Studies with 
bigger groups and with a greater number of factors 
interacting must be contemplated to throw light on 
the phenomena. 
Suggestions for further research : 
Studies of phenomena like diabetes are easier 
to conduct at the molecular level because physiological 
processes can be tangibly pinned down. The biochemical, 
endocrine and neural mechanisms associated with disorders 
are easily accessible factors. When we explore the 
broader and wider spectrum of the psychological world 
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it is a vast territory. The necessity of exploring 
the psychological factors in diseases is howe^ e^r, very 
important. In some diseases like cancer and diabetes 
conponents like genetic factors and basic physiological 
processes play a very basic role and some of these 
mechanisitjs and predispositions are activated by certain 
psychological factors. Thus dynamic processes should 
form the crux of investigation in this area. The 
ideographic approach of examining distinctive features 
in terms of family support insecurities and fears, 
feelings of personal control should be studied to throw 
light on the phenomena. The main importance of 
studying psychological factors is to prepare a base for 
intervention. The recently emerging branch of 
psychoneuroimmunology suggests that psychological 
factors like social support help to enhance the immune 
system which fights disease to such an extent that 
recovery of cancer^ and control of HIV virus have been 
demonstrated. It is therefore suggested that areas 
like hostility and aggression, personal control and 
social support should be taken up for understanding 
and preventing disorders like diabetes. 
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